There is a lack of validated surgical risk assessment scores in pediatric urology to predict mortality and complications. Indices such as Charlson Comorbidity (CCI) and Van Walraven (VWI) were developed using adult cohorts, and the Rhee Index was established for pediatric general surgery patients. To assess their applicability in pediatric urology, we compared how well the three comorbidity indices predict post-operative readmissions to the emergency room and inpatient unit after urological procedures.
INTRODUCTION AND OBJECTIVES:
There is a lack of validated surgical risk assessment scores in pediatric urology to predict mortality and complications. Indices such as Charlson Comorbidity (CCI) and Van Walraven (VWI) were developed using adult cohorts, and the Rhee Index was established for pediatric general surgery patients. To assess their applicability in pediatric urology, we compared how well the three comorbidity indices predict post-operative readmissions to the emergency room and inpatient unit after urological procedures.
METHODS: We analyzed the State Inpatient Databases (SID) from 2007 to 2010. The SID is specifically designed to track ER and inpatient visits. We included pediatric patients (< 18 y) who underwent the following urological procedures: ureteroneocystostomy, ureteroureterostomy, radical/partial nephrectomy, pyeloplasty, appendicovesicostomy, enterocystoplasty, vesicostomy, and bladder neck sling. 30-day ER and inpatient readmissions were extracted. Comorbidity scores were calculated using each index. We used descriptive analysis to describe the patient cohort. To compare the performance on predicting post-operative readmissions, receiver operating characteristics (ROC) were constructed for each index.
RESULTS: We identified a total of 6,752 patients. The median age was 4 years; males accounted for 43.9% of the cohort, and 52.4% were privately insured. 7.4% had at least one inpatient readmission, and 8.1% had at least one ER admission. The CCI had the best predictability for 30-day inpatient readmissions (AUC¼0.63) than VWI (AUC¼0.54) and Rhee Index (AUC¼0.56); p<0.0001. All three indices performed similarly poor in predicting 30-day ER admissions: CCI (AUC¼0.52), VWI (AUC¼0.51), and Rhee Index (AUC¼0.50); p¼0.5.
CONCLUSIONS: The Charlson Index was significantly better at predicting inpatient readmissions than Van Walraven or Rhee Index, but the three scores were equally poor in predicting post-surgical ER admissions. The three indices were designed to predict mortality and, thus, performed significantly less well in predicting readmissions. Our result supports that a new risk index needs to be developed to better predict post-operative readmissions in pediatric urology patients. INTRODUCTION AND OBJECTIVES: The healthcare system increasingly links patient safety and explicit quality measures to health outcomes. In addition, under the aegis of the ACGME 0 s Next Accreditation System, urology residents must now receive training regarding quality improvement (QI). Competing demands of clinical care, other curricular topics, and lack of resources and faculty expertise pose challenges to QI educational programs. To develop content for a QI curriculum for urology residents, we identified 25 candidate topics. Our objective was to identify appropriateness of the topics using an expert panel.
METHODS: We used a modified Delphi approach to gather consensus among a panel of QI and urology education experts through a novel online interface (ExpertLens). We asked experts to anonymously rate 25 topics across 3 domains: importance, feasibility, and potential impact on patient care if residents received instruction on the topic. Potential ratings ranged from 1 to 9 (1 ¼ of no importance; 9 ¼ extremely important). In Round 1, panelists rated each topic. In Round 2, panelists viewed aggregate ratings and justified their own choices through an online discussion board. In Round 3, panelists provided their final ratings based on the online discussion. Twenty-four experts were initially recruited, and 16 ultimately participated in all three rounds. Vol. 197, No. 4S, Supplement, Tuesday, May 16, 2017 THE JOURNAL OF UROLOGY â e1233 RESULTS: Minimization of healthcare waste, use of high value care, and standardization of clinical processes scored the highest on importance and impact, while panelists felt that quality measurement tools (i.e., patient satisfaction measures, Physician Quality Reporting System) were less important to teach and unlikely to substantially improve patient care. Expert panelists clearly distinguish quality measurement (i.e. reporting systems) and quality improvement activities (Table) .
CONCLUSIONS: These results broadly support a QI curriculum focused on methods to eliminate waste, standardize care pathways, and strengthen processes of urologic patient care. Educating residents about quality measurement and reporting may not meaningfully improve patient outcomes. Future research will assess methods to improve resident engagement in QI education. 
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INTRODUCTION AND OBJECTIVES: Prophylactic Ureteral
Localization Stents (PULSe) aid in intraoperative localization and detection of suspected ureteral injury during complex Colorectal Surgery cases. We previously reported the incidence of urologic induced Clavien grade III complications of PULSe placement at our institution from July 2013 to June 2014 is estimated at 4%. As a quality health initiative, we sought to compare a modification of technique, mandatory use of guidewire assistance during PULSe placement to reduce urologic induced complications in this patient cohort.
METHODS: Following results of the above study, we made guidewire usage during PULSe placement mandatory at our institution. We reviewed all patients who underwent cystoscopy and PULSe placement at the time of CRS over a 12 month period (July 2015 to June 2016). Bilateral 5 French x 70 cm TigerTail (Bard Medical Division, Covington, GA) PULSe devices were placed with use of guidewire. Flouroscopy was not used. We compared this patient cohort to our prior cohort from July 2013 to June 2014 with the following variables: age, BMI, American Society of Anesthesiologists (ASA) score, preoperative creatinine, postoperative creatinine, pre/postoperative creatinine difference, and Clavien III urologic induced complications.
RESULTS: 132 patients with a mean age and BMI of 55.78 (18 to 89) and 27.02, respectively underwent bilateral PULSe placement with mandatory use of guidewire. Mean pre and postprocedural creatinine levels were 0.91 and 1.04, respectively with a mean pre/post procedural creatinine difference of 0.09. No Clavien III complications were encountered in the contemporary cohort, compared to the prior incidence of 4% (p0.001). Moreover, postoperative creatinine and pre/ postprocedural creatinine difference also favored the contemporary cohort (p0.022 and p0.003, respectively).
CONCLUSIONS: Mandatory use of guidewire prior to PULSe placement reduced our incidence of urologic induced Clavien III complications to zero. Benefits were also observed in postoperative and pre/ post procedural renal function with use of guidewire.
Source of Funding: none
MP92-18 A STUDY OF UROLOGY RESIDENT SLEEP PATTERNS IN RELATION TO VOLUME AND CATEGORY OF OVERNIGHT PAGES IN A HOME CALL SYSTEM
Adam Ludvigson*, Gregory Mills, Stephen Ryan, Graham VerLee, Moritz Hansen, Portland, ME INTRODUCTION AND OBJECTIVES: Mitigating resident fatigue is central to the design and implementation of residency programs, especially when using a home call system. Existing studies of resident sleep habits and fatigue are mostly limited to in-house call and rely on self-reporting. We quantified time spent asleep for residents employing a home call system, and examined how the volume and type of pages received affected sleep nightly.
METHODS: Urology residents in a single-institution residency were provided with a FitBit Charge HR device to collect objective sleep data over a six-month period. Each page received during this period after 16:00 and before 08:00 was counted and categorized as either 00 clinic 00 (outpatient calls from the after-hours answering service), 00 floor 00 (calls from the inpatient Urology ward), and 00 other 00 (calls regarding offfloor consults). Data analysis was carried out using IBMâ SPSSâ Statistics 23 and Numbers.
RESULTS: Residents received a total of 1068 overnight pages while on call. The least senior resident received 321 pages (avg. 7.0/night), followed by 288 (avg. 6.0/night), 265 (avg. 6.3/night), and 194 (avg. 5.0/night) for the next three more senior residents, respectively. On average, residents slept 400 minutes while on call, compared to 434 minutes while not on call (p<0.05). Increased total volume of pages was associated with 4.71 fewer minutes asleep nightly per page for all residents (r¼-0.32, n¼145, p<0.05). Pages in the 00 other 00 category were associated with 7.74 fewer minutes asleep per page for all residents (r¼-0.24, n¼145, p<0.05). On individual analysis, pages to the least senior resident from the 00 floor 00 category were associated with 9.02 fewer minutes asleep (r¼-0.35, n¼44, p<0.05). This correlation did not reach significance for the other residents.
CONCLUSIONS: The most senior resident received the least average pages and the least senior resident received the most, an interesting finding given that call nights were evenly distributed. Residents slept less on call in general. Time asleep was reduced with increasing page volume, most severely when pages were from the 00 other 00 category, suggesting residents needed more time to address pages regarding patients they were unfamiliar with. Calls from the floor were most detrimental to sleep for the least senior resident, suggesting experience is a factor in efficient overnight call management.
